Retroperitoneal gas after colonoscopy R Daniels FRCS T Sullivan MB J Hale FRCS J R Soc Med 1999;92:21-22 The rate of colon perforation with colonoscopy ranges from 0. 1 to 1%1. When peritonitis is absent, conservative management is usually successful.
COMMENT
The commonest sites of colonic perforation after colonoscopy are the sigmoid and the hepatic flexure, these being Figure 1 Plain abdominal X-ray taken at admission the most difficult areas to negotiate with the scope2.
Several causes have been proposed including mechanical damage to the bowel wall, excessive air insufflation, perforation of a diverticulum, perforation due to transmural biopsy and improper use of electrocautery. Conditions that predispose to perforation include inflammatory bowel disease, diverticulitis, malignancy, strictures and adhesions3. Immediate perforation is usually caused by direct trauma from mechanical pressure or excessive electrocautery; delayed perforation is usually due to tissue necrosis. Complete perforation typically causes pneumoperitoneum whereas incomplete perforation may lead to retroperitoneal gas accumulation, often painless and sometimes accompanied by subcutaneous emphysema, pneumomediastinum, pneumothorax, dysphagia and pyrexia. The reason for this anatomical spread of gas is that the retroperitoneal fascial compartment extends through the posterior mediastinum to the neck. Colonoscopy may cause air to enter the retroperitoneum by direct perforation or via the mesentery from pneumatosis cystoides coli. After entering, the air may then pass into the peritoneal cavity, into the mediastinum or into the Department of Surgery, East Surrey Hospital, Canada Avenue, Redhill, Surrey RH1 5RH, UK Correspondence to: Mr I Daniels E-mail: IRDaniels@aol.uk subcutaneous tissues by dissection along structures passing into the periphery including the great vessels and psoas muscles4.
When there is no evident peritoneal gas, abdominal symptoms and signs tend to be absent and generalized peritonitis seldom develops although in this patient the colon was defunctioned. Plain X-rays are useful in diagnosis (contrast studies cannot be relied upon2), and for distinguishing intraperitoneal from extraperitoneal perforations.
In cases such as this conservative treatment has been widely advocated, sometimes including intravenous fluids and antibiotics. Deterioration with such treatment is an indication for urgent laparotomy5. The coexistence of three histological types of primary tumour in one thyroid lobe is rare. There have been previous reports of medullary carcinoma in association with follicular or papillary carcinomas1 2.
CASE HISTORY
A woman aged 33 had a 3-year history of right thyroid lobe swelling clinically and ultrasonically consistent with multinodular goitre. Fine needle aspiration confirmed this diagnosis, but also showed a lymphocytic infiltrate suggestive of lymphocytic thyroiditis. Thyroid function tests and thyroid antibodies were normal. She had no family history of thyroid disease and had not been treated by radiation. Repeat ultrasonic examination a year later showed no change. The patient was reluctant to have surgery at that time. A year later the swelling was getting bigger and a right hemithyroidectomy was performed. On macroscopic examination the specimen was multinodular with pale and firm areas. Microscopically it showed a nodule of follicular carcinoma with extensive vascular invasion. The tumour extended to within 1 mm of the resection margin. There were separate nodules of papillary carcinoma (3.3 mm in maximum diameter) and medullary carcinoma (2.8 mm in maximum extent) which were clear of the excision margins (Figure 1) . The non-neoplastic thyroid showed florid lymphocytic thyroiditis. On immunohistochemistry there was expression of calcitonin and chromogranin A (a neuroendocrine marker) within the medullary carcinoma and expression of thyroglobulin by the other tumour types.
Subsequently, a left hemithyroidectomy was performed, and this specimen showed widespread foci of lymphocytic thyroiditis with some fibrosis and distortion of thyroid follicles. There was no evidence of any of the three tumour types seen in the right thyroid lobe or of any other neoplasia. COMMENT The coincidence of three primary tumours in one thyroid lobe has not been reported. Gonzalez-Campora et a]. Departments 
